Paediatricians' confidence in the ability to construct genital anatomies to meet cultural expectations of appearance and function has not been borne out. The intended outcomes of these interventions can be known only when individuals reach puberty and adulthood, and reliable longitudinal research does not exist. Persistent concerns from adults who have had surgery in childhood have prompted research with adolescents and adults. In a landmark study with 44 adolescent girls born with atypical genitalia, despite multiple feminising genitoplasties in childhood, almost all participants required further surgery to facilitate menstrual flow, vaginal intercourse, or both. 3 Subsequent research has identified increased difficulty with orgasm among women who had had clitoral surgery 4 and diminished genital sensitivity specific to the site of surgery. 5 Similar doubts have been cast over surgery for hypospadias. 6 Patient narratives point to the potential harm of multiple operations and repeated genital examinations. 7 The rate of female assigned and surgically feminised children who reassign as male is of concern. 8 Surgical techniques for childhood conditions can change long before adult outcomes are known, and experts in surgery have so far been unable to reach a consensus about the best operation. Parents may not realise that they are de facto opting for experimental surgery on their children. Furthermore, their emotional states during decision making may not be optimal. Research suggests that medicalised presentations of genital difference have undue influence on parental decisions 9 and that parental regret can be high. 10 
Credible alternative
In 2012 the law in Germany was changed to allow parents to leave the gender of their baby blank on the birth certificate. The aim was to remove pressure to make premature decisions on irrevocable sex assignment surgery. However, such an aim can be met only if clinical services are able to provide a credible alternative to surgery. There is no evidence that parents are given sufficient time to appreciate their child, effective psychosocial support to manage their emotional reactions, or help to slowly digest the highly complex medical information and implications.
There is no identifiable psychoeducational care pathway to help parents deal with situations that may feel daunting, such as talking to nursery staff and babysitters or discussing with siblings and eventually the affected child about diversity in sex and gender. Skills and confidence will increase with practice, and parents need practical resources and mentoring not verbal instructions that are easier said than done.
Lack of funding is often cited as the reason for the absence of consistent psychosocial follow-up. However, such support may amount to no more than the team nurse and psychologist offering telephone follow-ups and educating community based care providers such as the general practitioner or health visitor to assist the family. The hospital payment structure encourages controversial, invasive, and expensive surgical interventions rather than low cost alternatives. Ongoing contact with tertiary centres, which is part of the surgical trajectory, may seem preferable to parents if the alternative is to be sent home with no help at all. To improve clinical practice, an additional, non-surgical care protocol is required to enable parents to cope with what may feel like insurmountable pressure to appear normal. Without this, most parents may find it impossible to delay surgery.
In April 2015, the European Union Agency for Fundamental Rights deliberated on the rights of intersex people and recommended that member states "avoid non-consensual sex normalising medical treatments on intersex people," mirroring earlier recommendations by the European parliament and the United Nations. Earlier this year Malta became the first nation to put a moratorium on "non-vital" childhood genital surgery.
In the UK, genital surgery for children with atypical genitalia remains part of standard medical care. 11 Given the contentious scientific issues and in light of recent international recommendations, audit of all such surgery should become mandatory. Furthermore, a credible non-surgical care pathway for affected families should be a performance indicator against which standards of care are judged. Given the increasingly adversarial atmosphere in this field, more of the same is not an option.
